INTRODUCTION {#s1}
============

Primary malignant gastrointestinal lymphomas are uncommon, making up less than 1% of all malignant colorectal neoplasms.^[@R1]^ Mucosa-associated lymphoid tissue (MALT) lymphoma is a rare type of non-Hodgkin B cell lymphoma most often found in the gastrointestinal tract, principally the stomach, although extragastric locations have been reported including the small bowel, colon, and rectum.^[@R2]--[@R7]^ There have been limited retrospective series and isolated case reports published in the literature of primary colonic MALT lymphomas treated with various interventions including surgical resection, endoscopic resection, chemotherapy, antimicrobial therapy, and immunotherapy.^[@R2],[@R3],[@R8]--[@R12]^ There is no standard accepted approach to treatment because of the small number of reported cases and the uncertainty regarding the etiology and natural history of such lesions. The lack of consistent data specifically regarding the management of these patients makes ongoing reports of sporadic and isolated cases of value in an attempt to add to our understanding of this uncommon disease. We present an unusual case of a primary colonic MALT lymphoma discovered as an incidental finding during a screening colonoscopy which was successfully treated with endoscopic resection, without adjuvant therapy or empiric *Helicobacter pylori* eradication.

CASE REPORT {#s2}
===========

A 69-year-old asymptomatic woman presented for routine screening colonoscopy in May 2017. Her family history was notable for her mother, alive at age 91, with non-Hodgkin B cell lymphoma and a sister who died of follicular lymphoma. Her physical examination was normal without any evidence of peripheral adenopathy or hepatosplenomegaly.

During the colonoscopy, a 25-mm broad polypoid slightly nodular lesion, with indistinct borders suggestive of a sessile serrated polyp, was identified in the hepatic flexure (Figure [1](#F1){ref-type="fig"}). This was removed entirely in a piecemeal fashion with saline-assisted polypectomy, and the adjacent site was marked with a sterile carbon suspension. The pathology demonstrated a dense monotonous lymphoid infiltrate comprising small- to medium-sized cells with vesicular chromatin, indistinct nucleoli, and a small to moderate amount of pale clear cytoplasm.

![Colonoscopy showed a 25-mm polypoid, slightly nodular lesion with indistinct borders in the hepatic flexure (narrow band imaging).](ac9-6-e00228-g001){#F1}

Lymphoepithelial lesions and multiple reactive germinal centers were identified (Figure [2](#F2){ref-type="fig"}). Immunohistochemistry stains were positive for CD20, BOB-1, BCL-2, and CD23 (small subset) and negative for CD5, CD10, BCL-6, CD43, CD15, and Cyclin D1. The Ki-67 proliferation index was 10%--20% in the neoplastic infiltrate (Figure [3](#F3){ref-type="fig"}). This was diagnosed as a low-grade B cell lymphoma, consistent with an extranodal MALT lymphoma. Further evaluation after the diagnosis was performed included negative stool testing for *Helicobacter pylori* antigen. Esophagogastroduodenoscopy demonstrated gastritis without evidence of *H. pylori*, and a computed tomography of the chest, abdomen and pelvis with enterography did not demonstrate any adenopathy or other gastrointestinal lesions. The patient was staged as IE lymphoma.

![Hematoxylin & eosin stain at a medium-power view showing the heterogeneous population of B cells including plasmacytoid population, small lymphocytes, centroblast-like cells, and scattered immunoblasts.](ac9-6-e00228-g002){#F2}

![Immunohistochemical stain showing strong positivity with CD20, typical for a low-grade B cell lymphoma.](ac9-6-e00228-g003){#F3}

Consultation by the oncology service suggested ongoing conservative follow-up with imaging and repeat endoscopic surveillance. A follow-up colonoscopy in May 2018 identified the previously resected site by the mucosal tattoo marking and mucosal scar without evidence of residual or recurrent neoplasm (Figure [4](#F4){ref-type="fig"}). Random mucosal biopsies were negative for any evidence of lymphoproliferative disease.

![Follow-up colonoscopy identified by the mucosal tattoo marking and mucosal scar showing no evidence of residual or recurrent neoplasm.](ac9-6-e00228-g004){#F4}

DISCUSSION {#s3}
==========

Although the relationship between the etiology and treatment of *H. pylori* with MALTomas in the stomach has been well established, such a causal pathway has not been well elucidated in extragastric MALTomas despite a possible link with various microbes.^[@R13]^ Colonic MALTomas are no exception. Although *H. pylori* has been identified in some patients with colorectal MALT lymphomas, it appears to occur only in a minority of cases.^[@R5],[@R13]^ In addition, there are case reports of successful treatment of colonic MALTomas with empiric antimicrobial quinolone therapy, but there has been no proven infectious link with any particular microbe.^[@R7]^ Furthermore, eradication of *H. pylori* has not been shown to be reliably effective in the treatment of colorectal MALT lymphomas, and there has never been a proven link between the eradication of a particular microbe and the regression of disease.^[@R1],[@R6],[@R7],[@R11]^

Unfortunately, there are insufficient data to propose a universal endoscopic or surgical management strategy for colonic MALTomas, and therefore, current strategies are largely based on the case reports. Most of the reported patients with colorectal MALT lymphoma have been managed with surgery, chemotherapy, or combination therapy.^[@R1],[@R3],[@R5],[@R8],[@R14]^ Raised or polypoid lesions may rarely be endoscopically resected, as is the case with the current reported patient.^[@R1],[@R3],[@R6],[@R9]^ There are a few case reports of isolated rectal MALTomas managed with endoscopic mucosal dissection with no evidence of residual lymphoma after endoscopic mucosal dissection was performed.^[@R11],[@R15],[@R16]^ Deeper lesions have usually been treated surgically.^[@R8]^ Radiation therapy is often difficult because of the sensitivity of the bowel and is therefore used less in colorectal lymphomas than in extraluminal lymphomas although there are case reports of radiation therapy being used.^[@R5],[@R17]^

Larger case series illustrate the point that endoscopic resection for colorectal lymphomas is rare.^[@R7],[@R8]^ A series consisting of 30 patients with rectal MALT lymphomas included only 5 patients managed solely with endoscopic resection, with an additional 3 patients treated endoscopically after eradication of *H. pylori*.^[@R7]^ A larger institutional review of colorectal lymphoma over a 25-year period from the Mayo Clinic reported no cases treated with endoscopic resection alone.^[@R8]^ Likewise, most isolated case reports of colonic MALT lymphomas were not solely managed by endoscopic resection.

There are, however, a few reports of colonic MALT lymphomas endoscopically resected without any other adjuvant therapy in the current literature.^[@R5],[@R7],[@R9],[@R10],[@R15],[@R18]--[@R20]^ One such report in 1994 included 2 patients with "low-grade" primary colonic MALT lymphomas that were resected with polypectomy without chemotherapy, with no signs of recurrent disease after 9 and 24 months.^[@R10]^ In addition, Kim reported an en bloc endoscopic mucosal resection using a flex knife after submucosal injection of a glycerin solution.^[@R18]^ Prognostically, outcomes generally mirror initial staging. Although 1 recently published report claimed that the overall prognosis of nongastric MALT lymphoma is poor with a 5-year survival rate of 50%, this may be based on the older literature without stratification by stage.^[@R19]^ It appears that early lesions (stage I) with more indolent histology have survival outcomes similar to those of reference populations.^[@R8]^ Although a long-term follow-up on cases managed endoscopically is needed, evidence to date shows overall favorable outcomes with early disease, particularly stage IE, regardless of treatment modality.

We report a similar favorable outcome after the 1-year follow-up of a patient with a localized MALT lymphoma identified as a polypoid lesion in the hepatic flexure managed solely by endoscopic resection. This limited approach in selected patients may be adequate with less associated morbidity than surgery or chemotherapy although more data including longer follow-up information would be helpful in determining the best management strategy.
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